CITY OF RIVERSIDE HEALTH BENEFITS ENROLLMENT/CHANGE FORM

Birth Date; Indicate actions that apply:
) 0O New Enrollment 0O Delete Dependent
Name of Subscriber: Last First M.I. Social Security No.  [9€% Male Female O Active Employee  Acd Deperdent
Marital Status(CircleOne) O Retiree 0 Open Envollment
Address City State Zip Single Married Divorce | Medicare Plan O Change Medical Group
Marriage/Divor ce Date: O Cobra O Change Primary Care Physician
Department/Division Hire Date Work Phone HomePhone O Edit NamelAddress |0 Other

Choose Your Health Plan (Select One If dependent(s) have a different address, please indicate. If you have a college age dependent this entire section must be completed.

0O Kaiser Permanente HMO/V SP HIGH Group#t

O Kaiser Permanente HMO/V SP LOW Group#, Student/Dependent Name  Address City State Zip
0O Kaiser Permanente Medicare/V SP Group #
O Blue Cross HMO* (CaliforniaCare)/VSP HIGH Group# Name of Institution Address City State Zip #of Units

O Blue Cross HMO* (CadliforniaCare)/VSP LOW Group#
O Blue Cross PPO/V SP Group#
O Blue Card Out -of- State/V SP Group#

O Blue Cross Medicare/V SP Group#t
If you area Retireeand areover the age of 65, do you qualify for Medicare?
NO

Do any dependents have other health insurance? If yes, please complete:

Dependent’ sName Insurance Company Name Policy No.

(Pleasecircle one) YES
List Eligible Person(s) to be Covered OR Person(s) to be Deleted
Relationship |Last Name First M.I. Social Security No. Birth Date Age | *Medica Group/ IPA # | Blue Cross HMO IPA Primary Care Physician Code | Existing Patient
O self Oves
O No
O spouse UYes
O No
O son OvYes
O Daughter 0O No
O son OvYes
O Daughter O No
O son OvYes
O Daughter 0O No
O son O vYes
O Daughter O No

*Blue CrossHMO (CaliforniaCare) participants must select aMedical Group and Primary Care Physician and list name(s) and address exactly asit appearsin the directory.

Enrollment Agreement and Payroll Deduction Authorization
| acknowledge that the above information represents my enrollment choice(s). | understand my coverage elections cannot be changed until a future benefits enrollment period. | represent that to the best of my knowledge and
belief, al statements and answers made on this form are true and complete. If applicable, | authorize any insurance company, hospital, physician, or any other health care provider to release al information to all those who may
have a bearing on benefits available under this plan. Adjustments may be made to increase or decrease the amounts specified for deductions by the City, provided that the method, manner and amount of such deductionsarein
full compliance with applicable laws and administrative rules and regulations of the City. The employee portion of the deduction will be automatically deducted pretaxed on a biweekly basis.

| have read and accept the arbitration and privacy information on the reverse side of thisform.
| understand and agree to the terms and conditions described on both sides of thisform. Initials

Employee Signature Date

Original/Insurance Co. Y ellow/Employer Pink/Employee



Important Information for Kaiser HM O Participants:

Some of the health plans offered by the City of Riverside, including Kaiser Foundation Health Plan, require resolution of medical malpractice and
other disputes through binding arbitration. If you select one of these plans, you agree to give up your right to ajury or court trial for resolution of these
disputes.

For additional information about each plan’s arbitration provision, please refer to the Disclosure Form and Evidence of Coverage, copies of which are
available from Human Resources.

Blue Cross of California:

ARBITRATION AGREEMENT: If your coverageis provided under an employer-sponsor ed plan subject to ERISA, certain disputes may not
be subject to the Binding Arbitration provision.

Any dispute connected with a Blue Cross plan or an affiliate (“Blue Cross’), whether related to the agreement of or cancellation of care, or the relation
to care or its delivery, must be resolved by arbitration if the amount sought exceeds the jurisdictional limit of the small claims court. By agreeing to
arbitration, the member and Blue Cross acknowledge that they surrender their right to a court trial by jury and also agree to relinquish their right for
class arbitration against each other. Arbitration findings will be final and binding unless California or Federal Law provides for the judicial review of
the arbitration proceedings.




